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The committee believes that efforts such as these are not adequate by themselves to ensure that critical conceptual and information needs in EMS-C will be met. Rather, a national uniform data set for EMS-C must be developed. The committee has taken preliminary steps to establish a data set by identifying some of the data elements that it sees as essenlial (see below and Appendix 7B). Certain of the elements proposed should help address some of the other significant limitations to existing data and data sources discussed below, especially linking and aggregating data over patients, settings, and time.
Linking and Aggregating Data
Linking Information on Individuals for Episodes of Care Being able to link information on patients, settings, and providers within and across systems is vital to a meaningful data collection and analysis effort, and hence to planning, evaluation, and research. An especially troubling problem for EMS is the difficulty of linking data collected by separate system components. Requirements on the part of JCAHO or others for hospitals to incorporate prehospital reports into patient records could facilitate links in one direction, especially if prehospital data can be incorporated into computerized record systems. (One effort along these lines is being mounted in Santa Cruz, California, where ED personnel will enter information into a computer-based clinical data system on patients who arrive via prehospital transport. This task, however, is not the same as linking existing data sets.)
Prehospital providers have an especially hard time gaining access to hospital data on patients whom they have treated (Joyce and Brown, 1991). Hospitals themselves may have no routine way to learn about subsequent care in outpatient settings or other facilities such as tertiary care hospitals or rehabilitation programs. Without information about the care that patients receive in other parts of the EMS system and the outcomes of that care, planners and evaluators will find it hard to determine what care is contributing to good or bad outcomes.
Various obstacles block the linking of system data. For example, major technical difficulties can arise in trying to match records across data systems. In some ways, linking insurance claims data may be the easiest task technically, because patient identifiers will, in theory, be available. Linking medical record information across prehospital, hospital, and ambulatory settings to span primary care, acute care, and rehabilitation is likely to prove much more difficult. Common patient identifiers beyond name may not exist, and available identifiers may be protected by privacy and confidentiality regulations. Linking information from, for example, police reports on motor vehicle crashes or autopsy reports is more problematic yet. Theta.ause of death (the most critical data), and lack of information on EMS systems use. These limitations make themdeaths in an urban area were not seen in hospitals (Cooper et al., 1992). Such01-239)— established regulations designed to ensure that patients receive appropriate assessment and stabilization before any transfer is made, to ensure that transfers are made in appropriate vehicles and to facilities that are able to provide necessary care, and to deter "dumping" of patients from one hospital to another on the basis of the patient's ability to pay.
